Anxiety sensitivity (AS), or the "fear of fear," involves the tendency to be fearful of the sensations associated with anxious arousal and their potential consequences (Reiss & McNally, 1985; Reiss, Peterson, Gursky, & McNally, 1986) . While AS was initially considered a unidimensional construct, later evidence suggested that AS could be further broken down into different subfactors (Taylor & Cox, 1998a , 1998b Zinbarg, Barlow, & Brown, 1997) . Currently, AS is conceptualized as consisting of three factors-cognitive, social, and physical concerns-each of which reflects a different type of feared outcome (Taylor, 1999; Taylor et al., 2007) . For example, cognitive AS typically involves a fear of loss of mental control and entails interpreting physiological anxiety symptoms as evidence that one might be "going crazy," whereas social AS typically involves concerns about the interpersonal consequences of any observable anxiety symptoms (e.g., sweating, blushing). Finally, physical AS is a fear of the physiological manifestations of anxiety themselves (e.g., racing heart, shortness of breath; Wheaton, Deacon, McGrath, Berman, & Abramowitz, 2012) .
In the context of psychopathology, AS has been identified as a potential risk factor for a variety of disorders, including panic, social anxiety, generalized anxiety, and obsessive-compulsive disorders (Boswell et al., 2013; Taylor, Koch, & McNally, 1992) . AS is also associated with agoraphobia and posttraumatic stress disorder (Naragon-Gainey, 2010), as well as alcohol use (Schmidt, Buckner, & Keough, 2007) and eating disorder symptoms (Anestis, HolmDenoma, Gordon, Schmidt, & Joiner, 2008) . Cognitive and behavioral interventions targeting AS, particularly those involving interoceptive exposure, have been found to reduce both AS (Keough & Schmidt, 2012; Schmidt, Eggleston, et al., 2007) and a range of disorder-specific symptoms (Timpano, Raines, Shaw, Keough, & Schmidt, 2016; Worden, Davis, Genova, & Tolin, 2015) . Boswell et al. (2013) found that individuals with anxiety disorders who received a transdiagnostic treatment incorporating interoceptive exposure saw a decrease in AS from pre-to posttreatment. Furthermore, this decline in AS was related to lower anxiety symptom severity both at the end of treatment and at a 6-month follow-up. Thus, AS represents an important transdiagnostic risk factor that can be successfully targeted through intervention to reduce symptom severity across a number of domains.
The finding that AS is amenable to change through cognitive and behavioral interventions has significant implications for the assessment and treatment of suicidality. In recent years, several studies have examined the relationship between AS, suicide ideation (SI), and history of suicide attempts Capron, Fitch, et al., 2012; Capron, Gonzalez, Parent, Zvolensky, & Schmidt, 2012; Capron, Kotov, & Schmidt, 2013) . Of the three AS subfactors, cognitive concerns have most consistently been associated with SI and suicide attempt history Capron, Allan, Ialongo, Leen-Feldner, & Schmidt, 2015; Capron, Fitch, et al., 2012; Capron, Lamis, & Schmidt, 2014; Oglesby, Capron, Raines, & Schmidt, 2015) . However, studies have also shown that AS physical concerns moderated the relationships between suicidality and both AS cognitive and social concerns, such that when greater cognitive or social AS was paired with low physical AS, there were increased rates of SI and a greater likelihood of a previous suicide attempt (Capron, Cougle, Ribeiro, Joiner, & Schmidt, 2012; Capron, Fitch, et al., 2012; Capron et al., 2013) . These findings, combined with emerging evidence that AS interventions may effectively reduce suicidality, suggest that furthering our understanding of the relationship between AS and suicide risk factors is warranted (Capron, Norr, Zvolensky, & Schmidt, 2014; Raines, Short, Allan, Oglesby, & Schmidt, 2015; .
One way to expand our understanding of these relationships is to consider the role of AS within a broader theory of suicide risk. The interpersonal-psychological theory of suicide (IPTS; proposes that suicidal desire emerges when a person experiences an elevated sense of both perceived burdensomeness and thwarted belongingness. Individuals may develop a sense of perceived burdensomeness when they believe they cannot carry out their duties and obligations and thus pose a burden on others. Similarly, individuals may develop thwarted belongingness when a fundamental need to connect with others is left unmet. Finally, acquired capability is conceptualized as a decreased fear of death combined with increased tolerance for physical pain. Risk for lethal or near lethal suicide attempts is greatest when all three risk factors are present. Given that each of the various AS subfactors (cognitive, social, and physical) has been linked to increased suicide risk, it would be helpful to understand whether and how each AS subfactor is associated with each IPTS domain. Gaining a better understanding of the unique relationship between AS and the suicide risk factors would in particular be helpful in better tailoring interventions. For example, if an individual is elevated on a given IPTS domain, and that domain is specifically associated with social, rather than physical or cognitive, AS, we could then incorporate strategies to target that particular type of AS (e.g., social exposures with video feedback rather than interoceptive exposures or cognitive restructuring).
More broadly, a clearer understanding of any relationship between AS and the IPTS factors may help explain past findings linking certain disorders and suicidality. In particular, panic symptoms have been associated with both elevated AS (Bentley et al., 2013) as well as increased risk for SI and suicide attempt (Katz, Yaseen, Mojtabai, Cohen, & Galynker, 2011; Weissman, Klerman, Markowitz, & Ouellette, 1989; Yaseen, Chartrand, Mojtabai, Bolton, & Galynker, 2013) . Studies suggest that when panic is associated with a fear of "going insane" or the fear of dying, two catastrophic cognitions that closely mirror cognitive and physical AS, respectively, suicide risk is further elevated (Katz et al., 2011; Yaseen et al., 2013) . This again suggests that we need to better understand how AS may contribute to suicide risk. If certain types of AS elevate one or more of the IPTS risk factors, this may represent one route through which disorders associated with elevated AS, like panic, lead to increased risk for suicidality.
Although several previous studies have looked at the relationship between AS factors and suicidality, few have investigated the relationship between AS and the three components proposed to underlie suicidal behavior within the IPTS frameworkperceived burdensomeness, thwarted belongingness, and acquired capability. Capron, Fitch, et al. (2012) discussed how AS physical and cognitive concerns might be relevant to the development of acquired capability. More specifically, they suggested that those with high cognitive AS, but low physical AS, may be at higher suicide risk, as greater cognitive AS has been associated with increased SI and lower physical AS may allow for the increased physical pain tolerance needed for acquired capability (Van Orden et al., 2010) . Fink, Bodell, Smith, and Joiner (2013) went on to test the proposed relationship between AS physical concerns and acquired capability in a sample of female outpatients, finding that lower AS physical concerns were, in fact, associated with greater acquired capability. However, the relationships between the other two AS subfactors (cognitive and social) and acquired capability were not discussed, nor were the other two IPTS domains (perceived burdensomeness and thwarted belongingness) considered. Oglesby et al. (2015) This study investigated the relationship between AS, its subfactors, and each IPTS domain in a sample of individuals recruited through Amazon's Mechanical Turk (MTurk). MTurk provides a platform through which researchers can efficiently collect information from a large participant pool that is often more representative of the general population than typical nonclinical samples (e.g., undergraduate samples and other online samples), but also exhibits increased rates of clinical phenomena (Arditte, C ß ek, Shaw, Chandler & Shapiro, 2016) . Given that most research on the relationship between AS and suicidality has been conducted with either local community-recruited or treatment-seeking
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ANXIETY SENSITIVITY AND INTERPERSONAL SUICIDE RISK individuals, using MTurk allows access to a more nationally representative sample that simultaneously exhibits greater rates of psychopathology. Furthermore, individuals may be more comfortable reporting personal mental health information online than in person, further allowing us to look at AS and suicidality in individuals who might not otherwise volunteer for a study or seek treatment. Similarly, individuals whose symptoms are too severe to present in person might still complete surveys from the privacy of their own homes, potentially giving us access to an additional subset of the clinical population (Shapiro, Chandler, & Mueller, 2013) . The aims of this study were to examine (1) the associations between each AS subfactor (cognitive, social, and physical) and each IPTS factor (perceived burdensomeness, thwarted belongingness, and acquired capability), (2) the relationship between overall AS and the three IPTS domains, and (3) whether each of the AS subfactors independently predicts the IPTS factors, controlling for the co-occurrence between AS subfactors. These relationships were considered while also controlling for relevant covariates, including age, gender, depression, and anxiety. Given that past studies have found an association between increased cognitive or social AS concerns and SI, we hypothesized that these two subfactors would predict perceived burdensomeness and thwarted belongingness, the two IPTS domains believed to lead to suicidal desire. More specifically, we hypothesized that greater cognitive AS would be specifically associated with increased perceived burdensomeness, as individuals with this type of AS often worry they are becoming mentally incapacitated and may fear they will become a liability to others. Furthermore, we predicted that greater social AS would be uniquely associated with greater thwarted belongingness given that if someone fears the social consequences of anxiety, they may experience greater difficulty interacting with and establishing quality connections with others.
Finally, we hypothesized that elevated physical AS would be linked to decreased acquired capability for suicide.
METHOD

Participants
A total of 418 participants were recruited through MTurk. Using data cleaning recommendations used in previous MTurk studies (e.g., Behrend, Sharek, Meade, & Wiebe, 2011), participants who finished the survey in less than 60% of the estimated time to complete the survey were excluded from analyses (n = 85). Furthermore, 25 participants were missing data on all study variables and were thus excluded from consideration. The final sample consisted of 308 participants (M age = 32.7, SD = 10.0, Range 19-67). Approximately half (51.6%) of the sample was female. Participants identified with the following racial groups: 85.4% White/Caucasian, 6.2% Black/African American, 4.5% Asian, 1.3% American Indian/ Alaska Native, .3% Native Hawaiian/Pacific Islander, 1.6% more than one race, and .6% other; 8.1% of the sample was Hispanic or Latino.
Procedure
Procedures were approved by an institutional review board. Written informed consent was obtained from participants online before they started responding to the survey questions. The survey took approximately 30 minutes to complete, and participants were compensated $6.00 for their participation.
Measures
The internal consistency for all study variables in our sample ranged from good to excellent (Table 1) .
Anxiety Sensitivity Index-3 (ASI-3; Taylor et al., 2007) . The ASI-3 is an 18-item self-report measure of fear of anxious arousal across three domains: cognitive (e.g., "When my thoughts seem to speed up, I worry that I might be going crazy"), social (e.g., "When I begin to sweat in a social situation, I fear people will think negatively of me"), and physical (e.g., "When I feel pain in my chest, I worry that I'm going to have a heart attack"). Participants rate the degree to which they agree with each statement on a 5-point Likert scale from 0 (very little) to 4 (very much). The ASI-3 has demonstrated acceptable to good internal consistency across the three subscales, and good convergent and discriminant validity in previous studies (Taylor et al., 2007) .
Interpersonal Needs Questionnaire (INQ; Van Orden, Witte, Gordon, Bender, & Joiner, 2008) . The INQ is a 12-item selfreport measure with two subscales that assess either the degree to which individuals believe that they are a burden to those around them (perceived burdensomeness; e.g., "These days I think I make things worse for the people in my life") or feel connected to others (thwarted belongingness; e.g., "These days, I feel that there are people I can turn to in times of need").
Responses are recorded using a 7-point Likert scale from 1 (not at all true for me) to 7 (very true for me). Both subscales have exhibited good internal consistency (Van Orden et al., 2008) and construct validity (Anestis, Bagge, Tull, & Joiner, 2011) in previous studies.
Acquired Capability for Suicide Scale (ACSS; Van Orden et al., 2008) . The ACSS is a 5-item questionnaire used to measure fearlessness about lethal self-harm (e.g., "I can tolerate more pain than most people"). Items utilize a 5-point Likert scale ranging from 1 (not at all like me) to 5 (very much like me). In past studies, the ACSS has demonstrated adequate internal consistency (Van Orden et al., 2008) and good convergent validity Van Orden et al., 2008) .
Depression, Anxiety, and Stress Scale (DASS-21; Henry & Crawford, 2005) . The DASS-21 is a 21-item self-report measure with three 7-item subscales. Only the Depression (e.g., "I felt that I had nothing to forward to") and Anxiety (e.g., "I felt scared without any good reason") subscales were used in this study. Items are rated on a Likert scale ranging from 0 (did not apply to me at all) to 3 (applied to me very much, or most of the time) for the last week. Past studies have found the DASS-21 to have excellent internal consistency across subscales, Note. ACSS = Acquired Capability for Suicide Scale, mean scores reported for females and males separately; INQ = Interpersonal Needs Questionnaire; INQ-burd = INQ perceived burdensomeness subscale; INQ-belong = INQ thwarted belongingness subscale; ASI-tot = Anxiety Sensitivity Scale-3 total score; ASI-soc = ASI-3 social concerns subscale; ASI-phy = ASI-3 physical concerns subscale; ASIcog = ASI-3 cognitive concerns subscale; DASS-dep = Depression, Anxiety, Stress Scales depression subscale; DASS-anx = Depression, Anxiety, Stress Scales anxiety subscale.
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ANXIETY SENSITIVITY AND INTERPERSONAL SUICIDE RISK and good convergent and discriminant validity (Henry & Crawford, 2005) . Social Interaction Anxiety Scale (SIAS; Mattick & Clarke, 1998) . The SIAS is a 20-item questionnaire used to measure general fears about social interactions (e.g., "I feel I'll say something embarrassing when talking"). Participants use a 5-point Likert scale to rate the degree to which each item is characteristic of them, ranging from 0 (never) to 4 (extremely). The SIAS has demonstrated good to excellent internal consistency (Mattick & Clarke, 1998; Osman, Gutierrez, Barrios, Kopper, & Chiros, 1998) , as well as adequate discriminant validity (Mattick & Clarke, 1998) and moderate concurrent validity (Osman et al., 1998) .
RESULTS
Preliminary Analyses
The descriptive statistics for all study variables are represented in Table 1 . First, we examined study variables for violations of the assumptions of normality, and all variables exhibited normal distributions (i.e., skewness < j2j and kurtosis < j7j; Kline, 2011) . Our samples' ACSS and INQ scores were comparable to previous nonclinical samples (Freedenthal, Lamis, Osman, Kahlo, & Gutierrez, 2011; Van Orden et al., 2008) . Participants' ASI-3 scores were higher than mean scores reported in a previous sample of college students (Wheaton et al., 2012) . Additionally, DASS depression and anxiety scores fell in the mild depression and anxiety range and were higher than mean scores reported in previous nonclinical samples (Henry & Crawford, 2005) .
Intercorrelations Between AS and Interpersonal Suicide Risk
Intercorrelations between all variables are included in Table 2 . Greater levels of AS, including total, social concerns, physical concerns, and cognitive concerns, were associated with lower acquired capability for suicide, but greater perceived burdensomeness and thwarted belongingness. Greater depressive and anxiety symptoms were associated with lower levels of acquired capability for suicide. Greater Note. ACSS = Acquired Capability for Suicide Scale; INQ = Interpersonal Needs Questionnaire; INQ-burd = INQ perceived burdensomeness subscale; INQ-belong = INQ thwarted belongingness subscale; ASI-tot = Anxiety Sensitivity Scale-3 total score; ASI-soc = ASI-3 social concerns subscale; ASI-phy = ASI-3 physical concerns subscale; ASI-cog = ASI-3 cognitive concerns subscale; DASSdep = Depression, Anxiety, Stress Scales depression subscale; DASS-anx = Depression, Anxiety, Stress Scales anxiety subscale. *p < .001.
depressive and anxiety symptoms were associated with greater perceived burdensomeness, thwarted belongingness, and AS.
Relationship Between Overall AS and Interpersonal Suicide Risk
To examine whether overall AS predicted interpersonal suicide risk, we conducted three separate regression analyses in which either perceived burdensomeness, thwarted belongingness, or acquired capability for suicide served as the dependent variable. Depressive symptoms, anxiety symptoms, gender, and age were entered in
Step 1, and ASI-3 total was then entered in
Step 2 of the equation. ASI-3 total significantly predicted lower acquired capability, b = À.33, t(207) = À3.63, p < .001. ASI-3 total was not a statistically significant predictor of either perceived burdensomeness, b = .11, t(207) = 1.57, p = .12, or thwarted belongingness, b = .13, t(207) = 1.80, p = .07, although there was a trend in the latter relationship, suggesting that greater overall AS may be associated with heightened feelings of thwarted belongingness.
Specificity of ASI Subscales in Predicting Interpersonal Suicide Risk
Next, we examined the specificity for the ASI factors in predicting each interpersonal suicide risk factor, controlling for depressive symptoms, anxiety symptoms, gender, and age. Three separate multiple regression analyses were conducted to predict acquired capability for suicide, perceived burdensomeness, and thwarted belongingness, with the four covariates entered in Step 1, and the three ASI subscales entered in Step 2 of the equation (see Table 3 ).
First, we examined the specificity of the ASI factors in predicting acquired capability for suicide. Depressive symptoms and gender significantly predicted acquired capability. Of the ASI subscales, only ASI physical concerns remained a significant predictor of acquired capability for suicide, controlling for the covariates and other ASI subscales. Specifically, greater ASI physical concerns uniquely predicted lower acquired capability for suicide.
Second, we examined the unique contributions of the ASI factors in predicting perceived burdensomeness. Greater depressive symptoms significantly predicted greater perceived burdensomeness. Controlling for the covariates and other ASI subscales, of the ASI subscales, only greater ASI cognitive concerns significantly predicted greater perceived burdensomeness.
Third, we examined the specificity of the ASI subscales in predicting thwarted belongingness. Greater depressive symptoms, but lower anxiety symptoms, predicted greater thwarted belongingness. Accounting for the covariates and other ASI subscales, of the ASI subscales, only greater ASI social concerns significantly predicted greater thwarted belongingness. However, when we also included total SIAS score as a covariate in Step 1 of the regression analysis, this relationship was no longer significant, b = .11, t(183) = 1.49, p = .14. Instead, greater social anxiety was a significant predictor of elevated thwarted belongingness, b = .28, t(183) = 3.92, p < .001, with all covariates included in the model.
DISCUSSION
The current study sought to further our understanding of how different manifestations of AS may contribute to interpersonal suicide risk. We looked at whether overall AS predicted each of the three IPTS domains (perceived burdensomeness, thwarted belongingness, and acquired capability) and then examined the relationship between each AS subfactor (cognitive, social, and physical) and the three IPTS components. While overall AS did not predict either perceived burdensomeness or thwarted belongingness when we controlled for depressive and anxiety symptoms, gender, and age, individual AS subfactors were significant predictors of both domains. Specifically, greater cognitive AS uniquely predicted greater perceived burdensomeness while greater social AS
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ANXIETY SENSITIVITY AND INTERPERSONAL SUICIDE RISK uniquely predicted greater thwarted belongingness. However, this second relationship was no longer significant when controlling for social anxiety, suggesting that anxiety about interacting with others, rather than sensitivity to that anxiety, may better predict thwarted belongingness. Finally, both greater overall AS and greater physical AS were associated with lower acquired capability for suicide. Our finding that AS cognitive concerns predicted greater perceived burdensomeness aligns with several previous studies linking cognitive AS to SI Capron, Fitch, et al., 2012; Capron, Gonzalez, et al., 2012; Capron, Lamis, et al., 2014; Capron et al., 2015; . Within the framework of IPTS, perceived burdensomeness is one of two factors believed to give rise to a desire for death (Van Orden et al., 2010) . Thus, our results suggest that perceived burdensomeness may mediate the Note. ACSS = Acquired Capability for Suicide Scale; INQ = Interpersonal Needs Questionnaire; INQ-burd = INQ perceived burdensomeness subscale; INQ-belong = INQ thwarted belongingness subscale; ASI = Anxiety Sensitivity Scale-3; ASI-soc = ASI-3 social concerns subscale; ASI-phy = ASI-3 physical concerns subscale; ASI-cog = ASI-3 cognitive concerns subscale; DASS-dep = Depression, Anxiety, Stress Scales depression subscale; DASS-anx = Depression, Anxiety, Stress Scales anxiety subscale. *p < .05, **p < .01, ***p < .001. association between cognitive AS and SI. Of course, we cannot assume a causal relationship between cognitive AS and perceived burdensomeness based on the nature of our data, but given that we do have interventions to effectively target and reduce cognitive AS , further exploration of this relationship is warranted. For example, if someone endorses a sense of perceived burdensomeness, we might look at whether they also exhibit signs of cognitive AS. If so, we could then specifically target cognitive AS to potentially reduce the sense of perceived burdensomeness and broader suicide risk. In fact, past studies have shown that interventions targeting AS can lead to a reduction in suicidality (Capron, Norr, et al., 2014; Raines et al., 2015; Schmidt et al., 2014) and that reductions in cognitive AS, in particular, may mediate this relationship. This might be particularly relevant for individuals with panic symptoms, given that catastrophic cognitions such as a fear of "losing control" or "going insane" in response to panic have been associated with increased suicide risk (Katz et al., 2011) . These fears closely resemble those that comprise the cognitive concerns subscale of the ASI-3. Certainly further research is needed, but our findings further suggest that cognitive AS may be an important risk factor for the development of perceived burdensomeness and, in turn, SI. Next, we considered the relationship between AS social concerns and the IPTS domains. We found that greater social AS specifically predicted greater thwarted belongingness. Intuitively, this relationship makes sense-if someone is particularly concerned with the potential social consequences of anxiety symptoms, they may withdraw from others and, as a result, feel less connected. However, when we controlled for social anxiety in subsequent analyses, this relationship was no longer significant. Instead, greater social anxiety predicted greater thwarted belongingness in place of social AS, suggesting that broader anxiety about social interactions may better account for the relationship between social AS and thwarted belongingness. Other studies have yielded mixed results regarding the relationship between social AS and suicide risk: one found that greater AS social concerns were associated with a "wish to die" in individuals with complicated grief (Baker et al., 2016) , whereas another study found no association between social AS and SI (Capron, Lamis, et al., 2014) . A third study found an association between greater social AS and a history of past suicide attempts, but not SI (Capron, Fitch, et al., 2012) . However, none of these studies included a measure of social anxiety as a covariate. Given past research tying social anxiety to SI (Sareen et al., 2005) , as well as thwarted belongingness and perceived burdensomeness (Buckner, Lemke, Jeffries, & Shah, 2017) , it may be important to consider the role of social anxiety when looking at the relationship between social AS, IPTS factors, and SI. Certainly further research is needed, but our results suggest that while elevated social AS may increase the risk of experiencing thwarted belongingness (and, in turn, SI risk) , this relationship may be better explained by social anxiety itself. Finally, we found that elevated physical AS predicted decreased acquired capability for suicide. This inverse association is consistent with a number of past studies showing a relationship between decreased physical AS and increased suicide risk, particularly in the presence of cognitive or social AS (Capron, Cougle, et al., 2012; Capron, Fitch, et al., 2012; Capron et al., 2013; Fink et al., 2013) . Overall AS was also significantly negatively associated with acquired capability; however, when the same regression was performed with the three AS subfactors in place of total AS, as mentioned earlier, only physical AS had a significant relationship with acquired capability. As such, it seems likely that the negative association between total AS and acquired capability was driven by the physical AS subfactor. Taken together with the findings linking cognitive and social AS to
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ANXIETY SENSITIVITY AND INTERPERSONAL SUICIDE RISK perceived burdensomeness and thwarted belongingness, respectively, results from the current study highlight the importance of considering the unique associations between components of AS and risk for suicide, rather than considering AS as a unitary construct.
Although not considered in our initial hypotheses, it is also worth mentioning that depression was significantly negatively associated with acquired capability for suicide, such that those who endorsed greater symptoms of depression were less likely to exhibit acquired capability. This finding contrasts with previous studies showing no association between depression and acquired capability (Christensen, Batterham, Mackinnon, Donker, & Soubelet, 2014; Van Orden et al., 2008) and may be a product of our particular sample or the measure of depression used (DASS-21 depression subscale vs. the Patient Health Questionnaire or Beck Depression Inventory). Future research should explore this relationship further.
It should be noted that using the Internet for research on suicide can be ethically complex, and recommendations for addressing safety concerns are outlined elsewhere (see Sharkey et al., 2011; Stern, 2003) . Because MTurk is an anonymous labor platform, it is not possible to initiate communication with study participants without participants initiating the first contact. To attenuate potential safety concerns in the current study, we provided participants with clinical resources (e.g., National Suicide Prevention Lifeline) during the informed consent process. In addition, contact information, including the phone numbers and e-mail addresses, of the principal investigator (K.T.) and project coordinator (A.S.) was provided at the beginning and end of the survey. None of the participants included in the study contacted our research personnel to communicate distress or suicidality.
Results should be considered in light of several limitations. The study relied on self-report data from an online convenience sample. Previous research indicates that MTurk samples are composed of more women, and are slightly younger and earn lower incomes, despite completing more years of education, than the general U.S. population (e.g., Ipeirotis, 2010; Paolacci, Chandler, & Ipeirotis, 2010) . Such differences may limit the generalizability of our findings. However, we believe that there are unique benefits to using MTurk for research on psychopathology that outweigh each of these limitations. MTurk participants demonstrate more frequent and severe clinical symptoms than other community samples (Arditte et al., 2016; Chandler & Shapiro, 2016) . Participants in the current study, for example, reported elevated AS, depression, and anxiety as compared to previously reported nonclinical sample means. Despite this, replicating the current findings in a clinical sample of individuals at risk for suicide (e.g., individuals with mood, obsessive-compulsive spectrum, or traumarelated disorders; Hoertel et al., 2015) is a logical and necessary next step to this line of inquiry.
Due to the cross-sectional nature of the analyses, we cannot conclude that AS causally contributes to elevations in IPTS factors. Indeed, the relations between AS and these suicide risk factors may be bidirectional (e.g., greater cognitive AS leads to increased perceived burdensomeness, which further exacerbates cognitive AS). Assessing AS in a premorbid sample and following individuals over time could provide insight into the direction of these associations. It is also possible that the relationships observed between AS and IPTS factors may be due to an overlap in underlying constructs or a third variable (e.g., trauma; Davis, Witte, & Weathers, 2014; Marshall, Miles, & Stewart, 2010 ). Although we did control for depression, anxiety, and AS subfactors, and the findings held despite including these covariates, future studies should include additional covariates and a multimethod approach to study AS (e.g., behavioral measures of AS components). Alternatively, targeting AS among individuals with increased risk for suicide may elucidate the causal nature of the relations.
In the current study we examined the relations between AS and perceived burdensomeness, thwarted belongingness, and acquired capability, but we did not assess suicidal thoughts or behaviors directly. Although previous research links these risk factors to SI and past suicide attempts (e.g., Conner, Britton, Sworts, & Joiner, 2007; Van Orden et al., 2008) , the associations between cognitive, social, and physical AS and suicide outcomes remain untested. Future research should examine the direct and indirect (via interpersonal risk and acquired capability) associations between AS and suicidality. In doing so, researchers should consider using either the 10-or 15-item versions of the INQ, rather than the 12-item measure incorporated here. Since our study was conducted, research comparing different forms of the INQ (see Hill et al., 2015) has found the 10-and 15-item versions to demonstrate superior psychometric properties, including better model fit and concurrent predictive validity for SI. A replication of our findings using one of these measures would provide strong support for the relationship between specific AS subfactors and corresponding elements of interpersonal suicide risk.
Lastly, we wish to highlight the fact that, while we approach our findings through the framework of the IPTS, there are other prominent theories that outline additional factors believed to contribute to the development of SI or the transition from SI to suicide attempt (Klonsky, May, & Saffer, 2016) . The integrated motivationalvolitional theory (O'Connor, 2011) and the three-step theory (Klonsky & May, 2015) are examples of other such frameworks through which to understand potential risk for SI and suicidal behavior. Future research may seek to clarify whether AS subfactors demonstrate similar specificity in predicting the risk factors outlined within these models.
Overall, our results suggest that type of AS, rather than overall AS, may offer us more information about an individual's unique profile for suicide risk. As each AS subfactor uniquely predicts one of the IPTS domains, we can get a better sense of who may be likely to experience perceived burdensomeness, thwarted belongingness, or acquired capability based on the types of AS they exhibit. If instead we were only to consider overall AS, we might overlook vulnerability to both perceived burdensomeness and thwarted belongingness, which were better predicted by individual AS subfactors than total AS. Future research that further explores the nuanced relationships between AS subfactors and interpersonal suicide risk should allow us to better identify such vulnerabilities and tailor interventions accordingly. Such research may also help us better understand why some disorders associated with elevated AS, like panic, may be linked to an increased risk for suicidality.
